MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

=—62-013761

Primary Registration District No. ___B.Q'x,&z-__llegmrar s No. __5'4-----------

STATE FILE NUMBER

Registration District No.
DO NOT WRITE )
ON THIS STUB AMENDED :éttEr)_H N O FaT-Z,
Y. PLACE OF DEATH = =~ = v¥& 2. USUAL RESIDENCE (Where decaased Ilvud I institution: Residence before
VS 300 8 a. COUNTY Sal ine s. STATE I‘lli s8 Ourib. COUNTY Sa line sdmission)
Rev. 4/59 2 b. CITY (If outside corporate limits, Qive TOWNSHIP only} Tength of stay in 1b < ay Tnaids Limits
E: Town  Marshall 28 years Town  Marsghall Yes X1 No O
]0 i 'Z ‘s < <. FULL NAME OF (If NOT in hospital, give location) tnside Limits d. STREET (If outside, give |ocation) Reside on Farm
| ?NOSS'){T‘R?I’ION Fit ibb h ital Yes Of Nod ADDRESS 309 REast Vest Yes O No ¥
2 P e Zg on QSp a = 2 as es oF il
07158
3 3. NAME OF DECEASED Firss Middle Last 4, DATE Month Doy Year
{Type or print) OF
P Yolande Hof fman Lower oAl March I5th 1962
/ 5. SEX 5. COLOR OR RACE 7. Married 1 Never Married ] 8. DATE OF BIRTH 9. AGE {last birthday} |IF UNhDER ‘DYEAR I': UNDER 24 HR
: Widowed D ed Months ays aurs Min.
5 Z Female White woowed B vereedd 1771880 81 i Bl
10a. USUAL OCCUPATION {(Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and state or country) | 12. CITIZEN OFf WHAT COUNTRY
w3 i f g if retired) . !
6 g Reb SUBEPPIYEL™ "™ |State Hospital [Longwood, Mo. USA
7 O 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE
—r . - -
e William Hoffman Sarah Lavinia Martin William Lee Lower
8 o Wy 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMAN'I'309 Ea st VB Wdtaal
— g (Yes - go, or wnknown) | {If yes, give war or dates of servicr™
°3 32X | N6 g Mrs Mpoward Lile,Mershall, Mo.
o - IB CAUSE OF DEATH {Enter anly one causa per line 1 INTERV AL BE N
10 < E ART 1. DEATH WAS CAUSED 8Y: ONEET AND TH
12 ol z IMMEDIATE CAUSE (a) (%4
11 e} O
U [a] L
—_— @]
12 &[S o Conditions, if any, DUE TO ()
! —_ w |5 which gave riss to
Tz above cane (a),
13 [ stating the under-
__M_ lying cause last, DUE TO (¢} o
g g PART 1I. QTHER FICANT CONDITIONS CONTRIBUTING TO DEATH but nat remﬂ to the terminal PART I, If deceasad was female was -
s disease dition given in PARTF {a) o there a pregnancy in lest 90 days.
hid <
et & l 0O Yes I E’ﬂ:_l {0 Unknown
Z p—1
< E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE . DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |l of item 18.)
z = PERFORMED? ul 2]
g o YES[] NC
s & | meTiME OF 1 Month, Day, Yesr
Z E z INJURY  am.
b4 g g p.m.
E 2 20d. 'NIURY OCCURRED 20e. PLACE OF INJURY (e.9., in or about home, 20f. CITY, TOWN, OR LOCATION STATE
“ ac gg}i‘sﬂ’alrlgvﬂuév %RK o farm, factory, street, office bldg., etc.)
U x (=]
5 0 E é 21. 1 amended tho d 4 from . M- /0’ 3"| £ ‘:_%nd last saw h._allv. o%ﬁlw
: g 9 Death occur at 9 5 O P m on the date stated above, and ‘o the best of my knoWledge, from lha causes stated
g E 8 5 e grea or title} 22b. ADDRESS 22c. D. SIGNED
> x = = - i Lol
- 2 £ A2 r2lt! A - .
- 2 23a. BURIg.VLAEI}EMAIFISN 235, DATE 23c. NAFAE OF CEMETERY OR CREMATORY 23d. LOCATION {Chty, town, or county) F (Srard)
0 peci
g c| surial 3-18-§963~\Lofigwood cemetery Longwood , Missouri
= <« 24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIQMT E
w > . .
= @ Cambbell-Lewls. Marshall. Mo. - BT - b Q.mu.o pa‘_gﬁ

{Licensed Embalmer‘s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Rty . Student Embalmer No.

working under my personal supervision.

Student Signed P

Signature of Student Embalmer
Licensed Embalmer No\.? yé f
.o P.O. Addressww-

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. . .

If this body is not embalmed, fact should be so stated above. ’ -




